The most frequent cause of high-¯ow priapism is penile or perineal closed trauma with laceration of the cavernous artery and the formation of an arterial ± lacunar ®stula. We present the case of a high-¯ow priapism due to closed perineal trauma and damage to the left cavernous artery which completely resolved following conservative treatment. The case was documented by duplex Doppler ultrasound and selective pudendal arteriogram before and after resolution.
A 21 y-old male patient was admitted with a sustained, painless erection with incomplete rigidity of 15 d duration which began a few hours after suffering a closed perineal trauma following a motorbike accident. At the base of the penis the duplex Doppler ultrasound revealed a turbulent arterial¯ow consistent with an arterial ± lacunar ®stula ( Figure 1 ). The simultaneous performance of a selective internal pudendal arteriography con®rmed the diagnosis of damage to the left cavernous artery which produced a ®stula between the left cavernous artery and the corpora cavernosa ( Figure  2 ). Considering that the size of the ®stula in arteriography was not too large (less than 1.5 cm) and the erection painless, a watchful waiting approach was chosen. Surprisingly, three weeks later the penis had recovered its normal¯accid state. A second duplex Doppler ultrasound showed the absence of turbulent arterial¯ow at the site of the ®stula and the selective internal pudendal arteriography con®rmed the disappearance of the arterial ± lacunar ®stula ( Figure 3 ). The patient's erectile function remains normal ®ve years after the trauma.
Discussion
Different therapeutic approaches have been used for the management of high-¯ow priapism, these being surgical ligation of the cavernous artery or selective transcatheter embolization with autologous clots or gelatine gelfoam the most widely accepted.
1,2 Selective embolization, however, is followed by a high rate priapism recurrence (66%) and may result in serious local complications such as a cavernous abscess or permanent impotence. 3, 4 Few cases about spontaneous resolution cases of high-¯ow priapism have been published. 4 ± 8 In only two cases reported by Ilkay et al, arteriography was performed before and after the closure of the ®stula. They suggest that the iodine contrast can be related with the thrombus formation within the ®stula cavity. 5 Nevertheless, other authors have reported the complete resolution of high-¯ow priapism with conservative treatment without performing a diagnostic arteriography. 6 In our cases we certainly did not know the real mechanism of resolution, although we consider the relevance of the small ®stula size and the use of iodine contrast.
In our opinion, the con®rmation of the spontaneous closure of the arterial ± lacunar ®stula in our patient represents a further argument in favour of the expectant management of the high-¯ow priapism. 4 ± 6 If erections are preserved active treatment should not be considered due to the high risk of permanent impotence. A regular follow-up based on physical examination, erectile status, and perineal duplex Doppler ultrasound to test the arterial ± lacunar ®stula stability or its complete resolution is required. Resolution of post-traumatic high-¯ow priapism O Arango et al Figure 2 The diagnostic arteriography revealed the arterial ± lacunar ®stula. Resolution of post-traumatic high-¯ow priapism O Arango et al
